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ABSTRACT:

Chronic calcific pancreatitis (CCP) is a progressive inflammatory disorder of the pancreas
characterized by fibrosis, atrophy, and calcifications, leading to both exocrine and endocrine dysfunction.
Patients commonly present with chronic abdominal pain, nausea, vomiting, weight loss, steatorrhea, and
secondary diabetes (type 3c diabetes mellitus) due to pancreatic endocrine insufficiency. Diagnosis relies on
clinical evaluation, laboratory tests, and imaging, including ultrasound, CECT, MRI/MRCP, and endoscopic
ultrasound. Management is multidisciplinary, involving pain control, pancreatic enzyme replacement, insulin
therapy, nutritional support, and, in selected cases, endoscopic or surgical interventions such as lateral
pancreatic jejunostomy. Appropriate treatment improves pain, pancreatic drainage, glycaemic control, and
nutritional status, although CCP remains a chronic condition requiring long-term follow-up.
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INTRODUCTION:

Chronic calcific pancreatitis (CCP) is a progressive inflammatory disorder of the pancreas that results in
fibrosis and calcifications within the gland. 'This chronic damage can affect both the exocrine and endocrine
functions of the pancreas, including destruction of insulin-producing beta cells. One of the significant
complications of CCP Zis secondary diabetes, known as type 3¢ diabetes mellitus (T3cDM), which arises due
to impaired pancreatic endocrine function. This case report highlights a presentation of CCP with secondary
diabetes, emphasizing its clinical manifestations, diagnostic considerations, and implications for
management. As a result, damage to the pancreas reduces insulin production, leading to impaired blood
glucose control. This condition is called secondary diabetes, as it develops due to an underlying pancreatic
disease. **Chronic calcific pancreatitis usually presents with chronic upper abdominal pain, which may
radiate to the back, along with nausea, vomiting, weight loss, and fatty stools due to impaired pancreatic
digestion. Over time, damage to the pancreas can lead to secondary diabetes, causing high blood sugar,
excessive thirst, frequent urination, and fatigue.

Risk factors include chronic alcohol use, smoking, genetic predisposition, recurrent pancreatitis, and
pancreatic duct obstruction. The condition can result in complications such as exocrine insufficiency,
>Spersistent pain, malnutrition, pancreatic calcifications, pseudocysts, biliary obstruction, and an increased
risk of pancreatic cancer, all of which may significantly affect the patient's quality of life.
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Type 3c diabetes mellitus (T3cDM), or pancreatic diabetes, often develops in patients with chronic
pancreatitis (CP), “especially in those with alcohol-related disease and pancreatic calcifications. Diabetes
occurs due to damage to insulin-producing cells, leading to high blood sugar and symptoms like excessive
thirst, hunger, and urination.

Secondary diabetes can also result from other conditions, including hormonal disorders, cystic fibrosis, or
certain medications. In CP, the risk of diabetes increases with the severity and duration of pancreatic
inflammation.®’

Hormonal disorders can also contribute to secondary diabetes by disrupting insulin production or action.
Conditions such as acromegaly, hyperthyroidism, and pheochromocytoma can increase the risk of developing
diabetes.”!”

Certain medications may trigger secondary diabetes by affecting insulin secretion or increasing insulin
resistance. '"'?Glucocorticoids, used to treat inflammatory conditions, can raise blood sugar levels, and some
antipsychotics and immunosuppressants have been associated with an increased risk.!'>!

The development of secondary diabetes is influenced by multiple factors, and not every individual with these
conditions will develop diabetes. However, these factors significantly increase the risk, emphasizing the need
for careful monitoring and appropriate management in affected individuals.

CASE PRESENTATION:

An 18-year-old male, a known case of Type 2 Diabetes Mellitus for the past two months, presented with
complaints of right lower abdominal pain for the last three months. The pain was sudden in onset, gradually
progressive, intermittent, non-radiating, and aggravated on lying in the supine position. It was associated
with vomiting containing food particles. The patient had a previous history of similar complaints and was
admitted earlier for uncontrolled blood glucose levels.

On admission, the patient was diagnosed with chronic calcific pancreatitis with uncontrolled high blood sugar
levels.  His vital parameters were within normal limits; however, blood glucose levels were markedly
elevated (Fasting Blood Sugar — 146 mg/dl, Postprandial — 465 mg/dl, HbAlc— 11.4%).

On examination, percussion revealed liver dullness, and bowel sounds were present on auscultation.

CECT Abdomen showed a diffusely atrophic pancreas with multiple parenchymal calcifications, the largest
measuring 9x9 mm in the head region. The main pancreatic duct was dilated, measuring approximately 6—7
mm in calibre, with intraductal calcifications. The gall bladder appeared partially distended.

The findings were suggestive of chronic calcific pancreatitis. The patient was planned for lateral pancreatic
jejunostomy as part of the surgical management plan.

Under general anaesthesia, the patient was positioned supine, and a midline vertical incision was made to
enter the abdominal cavity. The lesser sac was exposed by dividing the gastrocolic ligament, revealing an
atrophic pancreas. The main pancreatic duct was identified and opened, followed by a 5 cm longitudinal
incision along its course. A lateral pancreatic jejunostomy was performed by anastomosing the proximal
jejunal loop end-to-side and the distal loop side-to-side, ensuring adequate ductal drainage. Haemostasis was
secured, a drain was placed, and the wound was closed in anatomical layers.

Initially, the patient's elevated blood glucose levels were managed with Insulin therapy: Inj. Human Act rapid
(11U-11U-8U) and Inj. Lantus (0-0-30U) for 2 days. Following the surgical procedure, the patient received
postoperative medications, including Inj. Diclofenac aqueous 1 amp in 100 ml NS for pain, Inj. Sulbactam +
Etoperidone 1.5 gm and Inj. Metronidazole 500 mg as an antibiotic, Inj. Octreotide 100 mcg to reduce
pancreatic secretions, and Inj. Tramadol 1 amp in 100 ml NS for additional analgesia.
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Postoperatively, serosanguineous drainage was observed from the surgical drain, indicating a mixture of
blood and serous fluid, which is a common and expected finding during the early postoperative period,
reflecting normal wound healing.

DISCUSSION:

Chronic calcific pancreatitis (CCP) is a progressive pancreatic disorder that can lead to both exocrine and
endocrine dysfunction. This case highlights the development of type 3¢ diabetes mellitus in a young patient
with CCP, emphasizing how pancreatic damage and calcifications impair insulin production. Patients
typically present with chronic abdominal pain, vomiting, weight loss, and steatorrhea, as seen in this patient.
Risk factors such as alcohol use, genetic predisposition, and recurrent pancreatitis increase the likelihood of
disease progression and secondary diabetes. Management of CCP requires a multidisciplinary approach,
including pain control, insulin therapy, pancreatic enzyme replacement, and surgical interventions like lateral
pancreatic jejunostomy in cases with ductal dilatation. Postoperative care, including monitoring for drainage
and glycaemic control, is essential to ensure recovery and prevent complications.

CONCLUSION:

This case demonstrates that chronic calcific pancreatitis can present with secondary diabetes even in young
patients. It highlights the importance of early recognition, careful monitoring, and a combined medical and
surgical approach. Lateral pancreatic jejunostomy effectively relieves ductal obstruction and helps improve
pancreatic drainage, pain, and overall patient outcomes, while insulin therapy manages the associated
hyperglycaemia. Long-term follow-up is essential to monitor pancreatic function and prevent further
complications.

ACKNOWLEDGEMENT:

I sincerely extend my gratitude to GSL Medical College and General Hospital, Rajahmundry, for their
continuous support, enriching clinical exposure, and stimulating academic environment that made this case
report possible. I am particularly thankful for the opportunity to gain hands-on experience in real-world
patient care during my PharmD training, which greatly contributed to my learning and understanding of
clinical practice

REFERENCES:

1.Sarles H, Bernard JP, Gullo L. Pathogenesis of chronic pancreatitis. Gut. 1990;31(6):629-632.
doi:10.1136/gut.31.6.629

2.Puja Hari AK. Chronic Pancreatitis: A Review. Indian Journal of Surgery. 2015;77(S3):1348-1358.
doi:10.1007/s12262-015-1221-z

3.Wynne K, Devereaux B, Dorn horst A. Diabetes of the exocrine pancreas. J Gastroenterol Hepatol.
2019;34(2):346-354. doi:10.1111/jgh.14451

4.Lundberg R, Beilman GJ, Dunn TB, et al. Early Alterations in Glycaemic Control and Pancreatic
Endocrine Function in Nondiabetic Patients with Chronic Pancreatitis. Pancreas. 2016;45(4):565-571.
doi:10.1097/MPA.0000000000000491

5.Shiratori K. Management of Pancreatic Diabetes Secondary to Chronic Pancreatitis. In: 7The
Pancreas. Wiley; 2018:495-502. doi:10.1002/9781119188421.ch62

6.Dugi A, Hagstrom H, Dahlman I, et al. Post-pancreatitis diabetes mellitus is common in chronic
pancreatitis and is associated with adverse outcomes. United FEuropean Gastroenterol J.
2023;11(1):79-91. doi:10.1002/ueg2.12344

IJCRT2510418 | International Journal of Creative Research Thoughts (IJCRT) www.ijcrt.org \ d501


http://www.ijcrt.org/

www.ijcrt.org © 2025 IJCRT | Volume 13, Issue 10 October 2025 | ISSN: 2320-2882

7.Sasikala M, Talukdar R, Pavan Kumar P, et al. B-Cell Dysfunction in Chronic Pancreatitis. Dig Dis
Sci. 2012;57(7):1764-1772. doi:10.1007/s10620-012-2086-7

8.Kapoor D, Jones TH. Smoking and hormones in health and endocrine disorders. Eury J Endocrinol.
2005;152(4):491-499. doi:10.1530/eje.1.01867

9.Rogowicz-Frontczak A, Majchrzak A, Zozulinska-Zidtkiewicz D. Insulinoopornos¢ w chorobach
endokrynnych — sposoby terapii. Endokrynol Pol. 2017;68(3):334-351. doi:10.5603/EP.2017.0026

10.Childs BP, Cypress M, Spollett GR, eds. Complete Nurse’s Guide to Diabetes Care. American
Diabetes Association; 2017. doi:10.2337/9781580405690

11.Suh S, Park MK. Glucocorticoid-Induced Diabetes Mellitus: An Important but Overlooked
Problem. Endocrinology and Metabolism. 2017;32(2):180. doi:10.3803/EnM.2017.32.2.180

12.Kwon S, Hermayer KL, Hermayer K. Glucocorticoid-Induced Hyperglycemia. Am J Med Sci.
2013;345(4):274-277. doi:10.1097/MAJ.0b013e31828a6a01

13.Fathallah N, Slim R, Larif S, Hmouda H, Ben Salem C. Drug-Induced Hyperglycaemia and
Diabetes. Drug Saf. 2015;38(12):1153-1168. doi:10.1007/s40264-015-0339-z

14.Polcwiartek C, Vang T, Bruhn CH, Hashemi N, Rosenzweig M, Nielsen J. Diabetic ketoacidosis in
patients exposed to antipsychotics: a systematic literature review and analysis of Danish adverse drug
event reports. Psychopharmacology (Berl). 2016;233(21-22):3663-3672. doi:10.1007/s00213-016-
4411-x

IJCRT2510418 | International Journal of Creative Research Thoughts (IJCRT) www.ijcrt.org \ d502


http://www.ijcrt.org/

